Approval: 02-01-2018 ABSTRACT Objective: To investigate the forms of coping used to relieve tensions by elderly caregivers of elderly relatives and to know the type of support they receive from the Primary Health Care service at home. Method: A qualitative study with a theoreticalmethodological contribution of Grounded Theory, carried out with 10 elderly caregivers interviewed between August 2014 and January 2015. Results: Participants use primarily religious coping to deal with adverse situations that arise in their lives; they attribute to the sacred the strength to continue to age and care for another elderly person at home. Religiousness was the main coping strategy used by the participants, but little recognized by the health service. Final considerations: It is recommended that the Primary Health Care service provide greater support to these caregivers and be attentive to the spiritual dimension as an auxiliary element in the process of comprehensive and inclusive health care of these elderly caregivers. Descriptors: Aging; Caregivers; Elderly; Spirituality; Primary Health Care.
INTRODUCTION
The last half of the twentieth century witnessed a worldwide demographic transition, understood as a longevity revolution (1) . Although the timing and pace of transition are different between developed and developing countries, the framework for change is typically similar (2) . The aging process has evolved rapidly in developing countries that have experienced a rapid process of epidemiological transition (3) . In Brazil, population projections tend to reduce youth and the aging of the population in the coming decades (4) . Primary Health Care (PHC) has in the Family Health Strategy (FHS) the proposal for a reorganization of health care, with emphasis on the practice of continuing integral health care for the elderly, being close to the community and allowing a harmonious performance with the reality experienced by the elderly in the family context (5) . The health care network has not addressed the needs of the elderly and their caregivers. The home visit (HV) aimed at this public, for example, is not always satisfactorily performed due to the incomplete and incomplete multiprofessional team, as well as infrastructure deficiencies of the BHU (6) . Because of the aging process, there is a probability of developing chronic sickness and/or disability. There are elderly people who, in addition to being subject to this reality, informally take care of another elderly relative at home. By becoming a caregiver, he coexists with a threat to his self-care, well-being, physical, emotional overload and social isolation (7) . The role of the caregiver has been widely explored by the researches in the area of gerontology and Collective Health, however, there is a difficulty in recognizing and a way to support the needs arising from the activities carried out by caregivers, especially from their perspective (8) (9) . The needs of the elderly caregiver of an elderly relative, especially dependents, translate into high loads of activities and stress that reflect on their physical, psychological and emotional health, with implications for both (10) . A study that evaluated factors associated with stress perceived by elderly caregivers revealed significantly elevated values in relation to pain and difficulty in self-reported sleep and poor self-assessment in relation to health (11) . There is a considerable literature on caregivers in general (12) , however, there is a gap regarding studies on the elderly family caregiver. No systematic actions are identified with evaluation and health care of those who care for the patient, such as the "family caregiver" (13) . As a result, the work they carry out is of low visibility and the support required to perform such a function is scarce. It is understood that, in order to offer care that includes the caregiver and his family member, it is necessary for the professionals to know the context of the life, culture and belief system in which they are inserted (14) . Although the process of redemocratization of the rights of the elderly has advanced with the Federal Constitution of 1988, there is a greater vulnerability of the elderly person as the age progresses. The World Health Organization (WHO) defines the basis for a healthy aging, based on the social inclusion of the elderly, highlighting equity and integrality in access to health care, and the continued development of actions to promote health and prevent diseases (15) .
In this sense, it is relevant to know the elderly caregiver's daily life and the stress coping strategies of this significant portion of the population that has little visibility, but which plays an important role in public health: caring for the elderly in domicile, being elderly. In order to help fill this gap, it is essential that studies be developed in this area so that the voice of these elderly caregivers can be heard: what they think, what their challenges, resources and needs are.
OBJECTIVE
To investigate the forms of coping for stress relief used by elderly caregivers of elderly relatives and to know the type of support they receive from Primary Health Care at home.
METHOD

Ethical aspects
The research was approved by the Research Ethics Committee by the Universidade Federal de Juiz de Fora.
Type of study and theoretical and methodological framework Research of qualitative nature, carried out with the contribution of Grounded Theory, which in Brazil obtained the translation of Teoria Fundamentada nos Dados (TFD) . In this research, we adopted the guidance of Anselm Straus and Juliet Corbin, for whom the data collection by the researcher himself in scenario of occurrence; the analysis and the possible theory maintain a close relation between them, allowing, through codification procedures, to construct instead of testing a theory (16) . We chose this method because it allows the substantive theorization about the phenomenon of home care to the elderly by an elderly family member, with the merit of contributing to professionals who need knowledge to deal with this problematic and emerging situation in the current context care of the elderly. In this approach, the primary objective is the discovery of the variables and not their control having one of its characteristics the grounding of the concepts in data. It seeks to balance researchers' science and creativity, which is essential, "to nominate categories, to ask encouraging questions, to make comparisons and to draw an innovative, integrated and realistic scheme of raw, disorganized masses of data, which can generate assumptions or hypotheses" (16) .
Methodological procedures
Study setting and participants
The survey was conducted in the Northern Zone of a municipality of Minas Gerais, whose estimated population for the year 2014 was 550,710 (17) , and 13.7% were 60 years or older (18) . According to the Brazilian Institute of Geography and Statistics (IBGE) (19) , the Northern Zone had 85,615 inhabitants distributed in an extensive urban area, located far from the center of the city, where the main institutions of care and attention to the health of the elderly.
Ten elderly caregivers of another elderly person of the family residing in the area of the Basic Health Unit (BHU) participated in the study.
The inclusion criteria were: age ≥ 60 years; be primarily responsible for the care of an elderly family member at home; live with him and reside in the area covered by BHU of the Northern Zone of the municipality studied. No testimonial was excluded because the contents of all were sufficient to meet the research objectives.
The sampling group was constituted by convenience, indicating the nurse, community health agent (CHA) of the FHS or merchants of the neighborhoods surveyed, at the request of the researcher visiting the neighborhoods. The sample size and final composition were determined by the saturation of the codes during the data analysis process (16) .
Collection and data organization
Data collection was performed between August 2014 and January 2015, through a semi-structured interview, during the HV, previously scheduled from the contact with the neighborhood informant/BHU.
To guide the interview, questions were asked about aging and becoming a caregiver, how the institutionalized support received when caring for the other and how to seek relief from everyday tensions.
Each testimony took on average 55 minutes, recorded with digital recorder, transcribed and analyzed before the next interview. During the interview, there were no other people in the (private) room, other than the informant and the researcher, in order to leave them free to express themselves.
All the caregivers contacted agreed to participate in the research and signed the Informed Consent Term. To ensure anonymity, informants were identified by using biblical names.
Data analysis
For the textual edition of the empirical data, software was used, the program OpenLogos®, version 1.0.2. The data analysis was concomitant with the data collection and in three distinct phases that complement each other in the data integration: open, axial and selective coding. In open coding, the data were analyzed line by line and compared by similarities and differences, generating a codification of the data. In the axial coding, for each code of the previous phase a related concept was developed in order to identify it transversally to the data collected, establishing a preliminary analogy between categories and subcategories. In the selective coding, the integration and refinement of the categories occurs so that the results of the research make it possible to reach the central category of the study and through the consistency of the data, validate the theory (16) . Based on the identified categories and established theoretical relations, it was possible to develop an analytical and explanatory process of the actions and interactions that formed the process of caring for an elderly person by an elderly family caregiver.
We can find the categories: "Elderly caregiver who cares daily for an elderly person at home and the health team" and "The spiritual dimension influencing the life and process of caring for the elderly family caregiver".
RESULTS
The age of family caregivers surveyed ranged from 60 to 90 years. Three caregivers did not live with the companion; eight were women, distributed under wives and daughters; two were responsible for the care of another dependent relative, in addition to the elderly. Their income is the source of retirement or pension, and two caregivers do not have any type of personal income, depending on the children or family members they care for. It should be noted that all caregivers had at least one chronic non-communicable disease (Chart 1).
Category 1: Elderly caregiver who cares daily for an elderly person at home and the health team
According to the participants, the care offered has not provided them with care needs and, in some cases, they do not have a FHS as a reference. Thus, without proper support, care is exclusively on the elderly caregiver and with sporadic actions of the health team. Caregivers, when asked who they are cared for, did not cite the FHS as a reference. However, they reported receiving CHA visits: According to the reports obtained, the elderly caregiver, who is suffering from chronic diseases and has the role of caring fully, sometimes alone at home. Moreover, this elderly ends up being deprived of activities outside home, due to the difficulty of lack of a companion to replace it in the care provided to the elderly relative, which restricts their space and their social network: From the data previously described, we could see that the participants seek help in a transcendent force to persevere in their way, aging and caring for elderly people, at home. In their statements, there was presence of the spiritual religious coping in the confrontation of the adversities of life. Chart 2 shows the positive coping strategies used by the caregivers participating in this study, in their daily lives. The types of coping strategies were based on the Religious-Spiritual Coping Scale (SRCOPE scale) (20) (21) . 
Chart 2 -Coping strategies commonly used by caregivers participating in the study
DISCUSSION
Participants having to take care of the elderly family member alone have mentioned the lack of support from FHS professionals and the lack of qualified listening. In this sense, the institutional support of a multiprofessional team is relevant.
The daily life of elderly people who take care of an elderly relative must be recognized by professionals working at PHC, currently defined as the preferred door of the health system, since it plays an essential role in Health Care, in the support to these caregivers and to elderly relatives of those who they care. However, what was perceived with the data analysis was a deficit in the health needs of the caregiver-elderly and elderly-care binomial, pointed out by those who seek care in the network services, the BHU and the FHS team through consultations and especially in HV. The implementation of the elderly health care network has still been slow and fragmented; incomplete FHS with difficulty in selecting families/elderlies who really need home care (6) . Scientific literature shows that the task of caring for dependent elderly people in the home can generate adverse effects to the caregiver, causing negative impacts and physical, emotional, social and financial burden. Thus, there is a need to develop programs to prevent these effects and to work towards the quality of life of the caregiver. It is relevant to research and implement practices with better evidence of cost-effectiveness, such as: in which situations HV should be done, how caregiver training should be done and what tasks should be trained (10, 22) . The health professional can evaluate the support network of the elderly and maintain the home monitoring for the supervision of the care, in addition to offering appropriate support. The importance of the family is ensured, but care must be taken to ensure that it does not take care of itself but is aided by PHC and a network of social relations, serving as support in times of need and crisis (7) . In this way, we should highlight the importance of therapeutic listening, dialogue process and language adaptation during the care of the elderly. Assistance based on the interpersonal relationship with a view to the integral care of the human being will favor the attendance of the health needs of this population, through the speech, listening, connection and negotiation (5) . In order for the FHS to develop a process of construction of new practices, it is imperative that the professionals involved articulate an integrated, interdisciplinary dimension, a knowledge relationship and articulation between knowledge and common care for the development of teamwork (7) . Participants are primarily concerned with spiritual religious coping, defined as the use of religious beliefs and behaviors aimed at facilitating problem solving, preventing or relieving the negative emotional implications experienced in an emotionally critical circumstance (23) . Respondents often stated that, with the support of family members, the process of caring for the other becomes lighter; but without the fulfillment of their spiritual needs, there would be a weakening, relative to their empowerment. They relate to discover in God the strength to face life and the care of the other, as well as to the very consciousness of aging. It was unanimous among the study participants the importance of religiosity and spirituality in their lives.
The interface between spirituality and health is a relatively new area of research, but it is developing rapidly. Research on R/S (Religiosity/Spirituality) shows great influence of this dimension on the physical and mental health of individuals (24) . Although the impact of R/S is often positive on health and coping with adversity, it can also be negative if it is associated with poorer health indicators (25) . Spirituality has its meaning, the search for the meaning of life (26) , and has always been a scenario contradictory to scientific rationality. With the recognition by the WHO of the importance of spirituality for quality of life, it has come to be considered an important field of evaluation and health promotion in all phases and ages. And in the stage of aging, spirituality comes from the ability to endure mishaps, difficulties and losses intrinsic to this phase, where there is a diversity of spiritual experience, having in common the recognition of its relevance to aging with quality of life (27) . In a study to investigate the spiritual-family experience and its influence on health among elderly couples, participants reported that family spirituality improves communication and strengthens family relationships, corroborates family health, improves emotional well-being, development of healthy new behaviors, as well as providing healing experiences (28) . There is evidence (26, 29) that R/S are factors usually integrated positively to psychological well-being, satisfaction in living, happiness, improvement of physical and mental health, in addition to being correlated with decreased morbidity and mortality. In the last decades, literature reviews have been published on the relationship between R/S and physiological processes, including cortisol decrease (30) and increase in immunological factors (31) . These findings have also been replicated in Brazilian elderly (32) (33) . Consistent with the results of the present study, in which participants believe that seeking God's help can help them cope better with difficulties and tensions, it has been identified that prayer can affect their lives over the years (34) . In another study, caregivers reported that one form of care is faith, when 98% of them claimed to have a religious belief. For them, faith is a way of caring for oneself that promotes strength and hope to continue in the care of the dependent elderly relative, in addition to the other daily tasks (35) . In a literature review, we examined the effects of R/S on health, such as cognitive functioning, survival strategies, and quality of life in elderly people with dementia. The results highlight possible benefits of R/S for health, from different aspects, among them, the use of spirituality or faith in everyday life, allowing people to develop coping strategies and acceptance of their illness, maintain their relationships , hope and find meaning in their lives, thus improving their quality of life (36) . The health professional, by rephrasing his practice, according to the ideology of care proposed for the FHS, can access the spiritual dimension as a support for the different therapies, strengthening the perspective of integral care, with quality and resolution. When the professional turns to the values, beliefs and spirituality of the person cared for, through the reception with qualified listening, it makes possible the understanding, the hope, the relief of the pain and the suffering of the user.
In order for the health professional to be able to access the spiritual dimension of the user, it is essential to have a reliable link, in addition to identifying the right moment to approach the subject, and to make use of common sense. This approach may occur during the anamnesis, quite naturally, and although there is no "recipe" for the spiritual approach, it is considered a great opportunity the moment when the patient himself brings the matter to the surface, demonstrating the importance that it exercises in your life (37) . However, many health professionals still find it difficult to address the issue of patients' R/S (38) . Therefore, several publications have addressed how to integrate R/S in an ethical and responsible way, based on scientific evidence, in clinical care (36, 39) . In order to facilitate the approach of spirituality for health professionals, tools have been developed to obtain the spiritual history of the patient. When lack of time is a problem, it is important to note that some tools can be applied in a few minutes, as is the case with the FICA Questionnaire (36, 40) . If the elderly report is not religious, the health professional should direct their questions to questions about what promotes a meaning and purpose in their life and how they understand their illness and the problems they are facing in order to investigate which beliefs can impact your treatment and prognosis (37) .
Study limitations
It is worth mentioning that this is a convenience sample, and this limitation was because there is no record of the total number of elderly family caregivers in the FHS areas. Thus, the study was based on indications, which can lead to bias, mainly because there was no participant who presented forms of negative coping or carelessness to the family member. The study was carried out among family caregivers of low-income elderly people in a middle-eastern city of Brazil. We must take care in order not to extrapolate these findings to other contexts.
Contributions to the area of nursing, health and public policies The results of this study bring as contributions to professional practice evidences that awaken the professional to integrate the spiritual dimension to clinical practice, considering the importance of this practice during the aging process. For the formation, the study reinforces the relevance of the theme of spirituality being transversal to undergraduate and postgraduate curricula of health professionals. The findings reinforce the need for public policies to care for the family caregiver of the elderly, especially the elderly who cares for another elderly person at home.
FINAL CONSIDERATIONS
This study explains the stress situations that the elderly caregivers of an elderly family member pass; the little support received from the PHC service; and that R/S is the main coping strategy employed to cope with daily stress relief. The PHC/ FHS service plays an essential role in the care, functioning as a support to the elderly family caregivers and to the elderly relatives of the caregivers.
We hope that the spiritual dimension will be considered as an auxiliary element in the healthcare process. At this stage of life, spirituality is pronounced, as the elderly person is introspective, thoughtful and evaluative throughout his life. It is necessary to foster new research in order to recognize the needs of this population and to develop support strategies.
